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Abstract
Borderline personality disorder (BPD) is a pervasive disorder which impacts an
individual through stormy or unstable interpersonal relationships, marked impulsivity,
and instability in self-image and affect. Although BPD seems to carry a heavy stigma
among mental health professionals, there has been a lack of research examining this
stigma amidst the general population. Therefore, the present study sought to examine the
amount of stigma surrounding BPD among college students. It was hypothesized that
students who read about BPD before reading a vignette of a college student with BPD
would report less average rejection than would students in a control group. It was also
hypothesized that, on average, students would reject a male character in the vignette more
than a female character. Students were randomly assigned to an awareness tool about
BPD (a flyer, fact sheet, or a control group with no awareness tool). Students then read a
vignette of a college student with BPD that varied by gender, and rated the character on
several different measures, including a rejection questiOImaire. There was no support for
the hypothesis that, on average, those reading an awareness tool would report less
rejection of the character than would those not reading an awareness tool. Furthermore,
there was no support for the hypothesis that level of rejection would differ, on average,
when rating a male character versus a female character. It is possible that the awareness
tools may not have had the desired impact.
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Introduction
In the past few decades, methods focused upon increasing awareness have been
used to teach patients, their families, and the general population about the impact of
mental illness. The purpose of this awareness is to educate people about certain mental
illnesses as well as the stigmas and prejudices associated with them in hopes that this will
reduce the effects of the negative stereotypes and promote a greater sense of
understanding for the individuals who suffer from them. A second purpose of raising
mental health awareness is to educate patients, their families, professionals in the mental
health field, and the general public about what it's like to live with a mental illness. One
method of raising awareness is through the use of information campaigns.
One campaign focused on borderline personality disorder led to House Resolution
1005, which was unanimously passed by the U.S. House of Representatives on Aprill,
2008 (H. R. Res. l005, 2008). This resolution recognizes the month of Mayas borderline
personality disorder awareness month and is meant, "as a means of educating our nation
about this disorder, the needs of those suffering from it, and its consequences" (p. 2) With
the assistance of the National Alliance on Mental Illness (NAMI), borderline personality
disorder awareness month is intended to provide tools and information; however, it is
unclear how much of this information is reaching the general population about borderline
personality disorder, and how much of an impact is it making.

Borderline Personality Disorder Overview
Borderline personality disorder has been described by the American Psychiatric
Association (2000) as a pervasive pattern of unstable or stormy interpersonal
relationships, marked impulsivity, and instability in self-image and affect-all of which

1

are presented in a variety of contexts. Those who are diagnosed with BPD must meet at
least five of nine diagnostic criteria as outlined by the American Psychiatric Association.
Frantic efforts to avoid abandonment, identity disturbance, chronic feelings of emptiness,
and self-destructive behaviors including impulsivity (e.g., sex, binge eating, spending) or
self-mutilating or suicidal behaviors are a few among these criteria (American Psychiatric
Association, 2000).
Clinical theorists believe that both biological and environmental factors influence
the development of BPD (Gunderson, 2006). Some research has proposed that BPD has a
biological basis which may stem primarily from genetics and heritability, including a
68% chance that BPD patients may inherit predisposing temperaments which may later
develop into borderline pathology (Gunderson, 2006; Gunderson, 2008). Environmental
causes such as childhood abuse have also been explored as a possible cause in the
development BPD because 70% of individuals diagnosed with BPD reported a history of
physical and/or sexual abuse (Gunderson, 2006). Other forms of abuse such as neglect
and emotional abuse also seem to be prominent among BPD patients (Wilkins & Warner,
2001). Understanding the social factors which may aid in the development in BPD are
important because they playa role in how individuals suffering from BPD may react to
the people around them.

Relationships and Borderline Personality Disorder
Unstable interpersonal relationships are a major aspect ofBPD. Some of the
current research on interpersonal relationships in borderline personality disorder has
focused primarily on romantic relationships of those who have been diagnosed with the
disorder. A study by Bouchard, Sabourin, Lussier, and Villeneuve (2009) examined the
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stability and quality of relationships among couples when one partner has been diagnosed
with BPD because relationships involving BPD partners are often unstable and
unsatisfactory. The researchers discovered that almost 70% of couples with one BPD
partner would experience a termination of the relationship followed by a reunion once
every six months. It was also found that women who were diagnosed with BPD had a
tendency to be less satisfied with their relationships than women who were not
diagnosed. Research has also suggested that BPD patients have a tendency to report
higher frequency of romantic partners as well as sexual partners than those who are not
diagnosed with the disorder (Clifton, Pilkonis, & McCarty, 2007; Bouchard, Godbout, &
Sabourin, 2009). These findings outline some of the difficulties that individuals who
have been diagnosed with BPD sometimes experience within romantic relationships and
other interpersonal interactions.
Although unstable interpersonal relationships impact those who suffer from BPD,
some research has explored the impact on an individual who is in a romantic relationship
with an individual who has been diagnosed with BPD. Weddige (1986) noted that people
with borderline spouses often report feelings of dysphoria and outlined techniques that
individuals with spouses diagnosed with BPD utilize as a result of living with their
partner. According to the author, spouses of borderline patients employ different defense
mechanisms in reaction to living with these individuals, such as denial, displacement,
assessing the past, and retreat. Spouses of individuals who have been diagnosed with
BPD sometimes also have extramarital affairs, which are not sexual in nature, in order to
satisfy their emotional needs. It is important to consider how the interpersonal dynamics
of BPD impact not only the patient, but also his or her romantic partner because these
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interactions help to paint the disorder in the minds of those who do not suffer from it. If
an individual who is romantically involved with someone who suffers from BPD does not
understand why his or her partner is acting the way he or she is, he or she may be more
rejecting of the partner's behavior.
Sometimes, in extreme cases of BPD, rejection from significant others around
them may lead to feelings of self-worthlessness, which may trigger self-destructive
behaviors. Self-destructive behaviors are common in individuals who suffer from BPD
and can manifest in different ways. These behaviors can take the form of suicide attempts
or parasuicide, or suicidal gestures or behaviors performed by an individual who does not
intend to die. Self-mutilation is also an issue in BPD and can take many forms such as
burning, cutting, or pulling out one's hair. These behaviors can be problematic not only
for the physical damage that it may cause (e.g., scarring, disability), but also because
patients who self-harm may feel pleasure from endorphins released in such acts, which
may lead to an addiction of self-injurious behaviors (Gunderson, 2006). Therefore,
awareness of these behaviors is important in order to aid in the prevention and detection
ofthese behaviors in people diagnosed with BPD in order to ensure their safety and well
being.
Gender Issues in Borderline Personality Disorder

The role of gender in BPD has been a focus of some research on the disorder. It
has been estimated that approximately 75% of those diagnosed with BPD are women
(Gunderson, 2006; American Psychological Association, 2000). This has sparked some
controversy within the field in an attempt to explain why more women than men are
diagnosed with the disorder. A study conducted by Becker and Lamb (1994) examined
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the possibility of a sex bias among clinicians in the diagnosis ofBPD. They utilized a
sample consisting of psychologists, social workers and psychiatrists who were asked to
read a case study about a patient and to rate him or her based on what they felt the
diagnosis should be. The researchers found that clinicians were more likely to diagnose a
woman with BPD than they would a man, indicating that a sex bias may be playing a role
in the high percentage of women who suffer from the disorder. Evidence of diagnostic
biases also has been found for histrionic personality disorder, which is more frequently
diagnosed among women, as well as antisocial personality disorder, which is more
frequently diagnosed among men (e.g., Ford & Widiger, 1989).
Considering the high diagnostic rates of BPD among women compared to men,
one may ask why this tends to occur. To date, there has not been much research which
has focused on the behavioral differences of men and women who suffer from BPD, and
how and behavioral differences might translate into diagnostic differences. However, it
may be argued that because affect and affective instability playa large role in BPD, the
gender difference may be comparable on some level to depression. Howerton and Van
Gundy (2009) sought to examine the differences in perception of men and women who
suffer from it, and discovered that some of the answers may lie in different coping
mechanisms employed by the patients. The different coping mechanisms which are most
prevalent include problem-focused coping, which are coping behaviors which attempt to
solve the problem directly; emotion-focused coping, which are coping behaviors that
involve managing the emotions to deal with stress; and avoidant focused coping, or
coping behaviors which attempt to avoid or escape the situation that is causing stress
(Howerton & Van Gundy, 2009). Of these, emotion-focused coping, which tends to
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include characteristics such as rumination and other emotionally driven behaviors, was
most strongly associated with and employed by women. Men, conversely, were more
likely to utilize problem focused coping in order to handle problems they faced on a day
to day basis. According to the authors, men who employed emotion-focused coping skills
were more likely to experience higher levels of depressed mood than did women. This
difference in coping strategies may reflect cultural norms and gender socialization
practices which dictate that it is acceptable for women to express emotions, but the same
may not be said for men, due to a social stigma that men who show their emotions or
utilize emotion-focused coping are weaker than men who utilize problem-focused coping.

Stigma and Mental Illness
One problem that stands in the way of those who suffer from BPD or mental
illness in general is negative stigmas and labels. Stigma is defined as prejudice or
negative stereotypes, which may lead to discrimination through poorly justified
knowledge structures (Corrigan & Penn, 1999). Some of the literature surrounding stigma
has illustrated that there are several components which create and perpetuate different
stigmas. One such theory was proposed by Link and Phelan (200 I), who theorized that
there are four components of stigma:
I) people are able to distinguish and label differences;
2) culture links labeled persons to negative characteristics and stereotypes;
3) labeled persons are separated into categories to better distinguish between "us"
and "them;"
4) labeled persons experience unequal outcomes which are created by status loss and
discrimination
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When these different components converge, those who have been labeled may
experience more social rejection, exclusion, and discrimination. These components are
important, as they outline how a stigma is created as well as how it can be maintained.
There has been a lot of research on the impact of stigma on mental illness among
the general public (Corrigan et aI., 2002; Link et ai., 1999). A portion of this research has
focused on public perceptions of causes of mental illness. One study conducted by Link,
Phelan, Bresnahan, Stueve, and Pescosolido (1999) sought to examine public perceptions
of the causes of mental illness. While some of the participant responses regarding the
causes of mental illness were chemical imbalances in the brain or stress (specifically
surrounding depression and schizophrenia), other responses indicated that there were also
perceptions of a personal control component to mental illness in regards to disorders such
as substance dependency and alcohol abuse. Indeed, cultural beliefs that individuals hold
responsibility and are able to control their disorders may make individuals suffering from
mental illness reluctant about sharing that they suffer from a disorder out of fear of being
treated differently or looked down upon by others (Barney, Griffiths, Christensen, &
Jorm, 2009). It was also found that once someone has been labeled with a mental illness,
even if is known by others that they have been treated, he or she may still be treated
negatively by others around him or her (Piner & Kahle, 1984). In terms ofBPD,
individuals who have been diagnosed may therefore be less likely to disclose their
diagnosis to others if they feel that they will somehow be rejected or ridiculed by others
around them because of the stigma and negative stereotypes that the disorder tends to
carry.
Stigma and Borderline Personality Disorder

7

This particular impact of "social distancing" (Link et al., 1999; Corrigan et aI.,
2001) by individuals suffering from mental illness may stem in large part from
stereotypes perpetuated through media and the fear that those who suffer from mental
illness may be dangerous (Coverdale, Nairn, & Claasen, 2002). Indeed, some people
perceive those who have received diagnoses such as schizophrenia and BPD to be more
dangerous than the general public; this is a bigger gap in perceived dangerousness than
between those diagnosed with substance abuse or depression versus the general
population (Marie & Miles, 2008; Markham, 2003). Yet, Marie and Miles (2008) noted
that media outlets appear to underreport violent acts committed by those under the
influence of illegal substances, thus perpetuating the inaccurate psychosis-based stigma
of dangerousness. This perception of dangerousness may lead to social rejection by not
only those in the general population, but among mental health professionals (Markham,
2003). Perceived dangerousness of those who have been labeled or diagnosed mentally ill
is an issue which must be addressed because the social rejection associated with it is a
form of discrimination which mentally ill patients must face in addition to coping with
the symptoms of their disorders.
The stereotypes which are often linked to BPD may also negatively impact a
patient's treatment by perpetuating damaging myths and misconceptions about the
disorder. Hersh (2008) explored some of these myths and stereotypes surrounding BPD,
and how these ideas may be affecting both clinicians as well as the general public. One
important myth is centered on the belief that the stigma attached to BPD would be
eliminated if the name of the disorder was changed, moved to a different diagnostic
category, or a new method of assessing personality disorder symptoms is utilized. As
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Hersh points out, changing the name or reclassifying the disorder may be useful to
research and possibly to clinical settings, but the stigma attached to borderline pathology
is likely to remain associated with the disorder. This may suggest the weight and
frustration often associated with a borderline diagnosis, and must be considered as a
contributing factor to how professionals and individuals the general public may similarly
perceive those who are diagnosed with BPD.
The only literature which has examined stigma in BPD has focused on the amount
of reported stigma and negative stereotyping of those diagnosed with BPD among
professionals in a clinical setting (Markham, 2003; Markham & Trower, 2003). One
population which has often shown a negative perception of BPD patients based on labels
and stigma is mental health nursing staff (Markham, 2003; Markham & Trower, 2003).
For instance, Markham's (2003) study of perceptions of dangerousness among nursing
staff found that Resident Mental Health Nurses were more likely to rate patients
diagnosed as BPD as more dangerous than they did patients diagnosed as schizophrenic
(Markham, 2003). Similarly, nursing staff have been found to show less sympathy and
more rejection towards a patient diagnosed with BPD than a depressed patient (Markham,
2003; Markham & Trower, 2003). For these and other reasons, it is important to find a
method to combat the stereotypes and feelings of rejection that those in the professional
field of mental health hold towards individuals diagnosed with BPD. Since stigma
research in BPD has focused primarily on perceptions held by mental health
professionals, such work may be a useful guide in understanding stigma surrounding
BPD in the general population because members ofthe general population may be likely
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to hold similar feelings as a result of stigmatized media, such as television, news reports,
or movies, as well as stereotypes regarding BPD that they have been exposed to.

Combating Stigma
Many studies have been conducted which note the amount of stigma surrounding
mental illness; however, it must be noted that there has been a movement in several
countries to attempt to reduce the stereotypes which are perpetuated. There have been
several notable methods which have been employed in order to combat the stereotypes
and stigma which surround mental illness. One method of combating this is through
awareness programs. To date, there have been several studies and program evaluations
which have sought to assess the impact which awareness programs have had on the
community around them (Jorm, 2009; Morgan & Jorm, 2007). Many of these programs
have specifically focused on depression. Two awareness programs, beyondblue and
headspace, were aimed specifically at Australian youth in order to raise depression
awareness and education (Jorm, 2009; Morgan & Jorm, 2007). Data were collected
through a telephone survey of mental health literacy among Australian youth aged 12-25
years, in which participants were asked to name any organizations related to mental
health that they could think of. The findings from these studies revealed a high frequency
of recognition of local organizations related to mental health among the youth during the
first initial evaluation, and again at follow-up two years later. This rate of recall for
depression awareness programs is promising for those who work to promote mental
health awareness because it is an indication that the outcomes of their efforts are evident
in the general population.
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Another method of increasing knowledge in the general public includes providing
direct contact with an individual who suffers from a mental illness (Corrigan & Penn,
1999). It has been argued that this is one of the most effective ways of battling mental
illness stereotypes and stigma. This contact exposes individuals to personal testimony
directly from a mental ill person, and allows others to ask him or her questions regarding
everyday functioning and life experiences with mental illness. One study sought to
examine the impact of contact on perceptions of personal responsibility and
dangerousness of those diagnosed as mentally ill (Corrigan et aI., 2002). The authors
discovered that individuals who were taught about mental illness through a discussion
with someone who had been previously diagnosed with a serious mental illness yielded
higher education and less stigma among members of the general public. Individuals who
suffered from serious mental illness were asked to speak to a group of participants about
their experiences. The benefits of the education for those who spoke with someone who
has been diagnosed with a serious mental illness were also present at the follow up. These
findings suggest that interpersonal contact may be an effective method of battling
negative stigmas because people have a chance to see firsthand that stereotypes are not
always accurate.
Another common method used to battle mental illness stigma is education through
different forms of media, such as television commercials, newspaper articles and
advertisements, radio commercials, and internet resources (i.e., blogs and websites), since
some of the most prevalent stereotypes and stigmas surrounding mental illness have been
perpetuated. A study analyzing depictions of mental illness among newspaper ads and
articles found that while there were some positive depictions of mental illness (especially
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through human rights themes), negative depictions portraying the mentally ill as being
dangerous to others or criminals were the most common (Coverdale, Nairn & Claasen,
2001). Therefore, it is important to have forms of media to combat these negative
stereotypes in order to provide a more accurate portrayal of those who suffer from
different mental disorders.
Some organizations such as the Mental Health Action Team (MHAT) have been
established in order to educate the general public through media such as magazine and
newspaper articles, as well as by organizing community events such as mental health
screenings and educational programs (Buila, 2009). Although this program has not yet
undergone a formal program evaluation, the feedback from the author's local community
seems to be mostly positive; some people are thankful that awareness is being raised
because they or someone they love has been suffering from a mental illness and they feel
that it is important for people to be educated about the effects; others simply find the
articles and programs informative, interesting, and allow people to better understand the
behaviors of those who have been diagnosed with a mental illness around them.
However, the effectiveness of media campaigns such as the one driven by MHAT has
been debated. A study conducted in Cambridge found that while short-term media anti
stigma campaigns were able to temporarily raise awareness and knowledge about mental
health, the effects were not long-lasting (Evans-Lacko et aI., 2010). Nevertheless,
considering the far-reaching nature of media such as newspapers, TV, and radio, anti
stigma campaigns may help to amplify awareness when taken together with other forms
of mental health education.
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At a governmental level, anti-stigma movements may occur in the fonn of
research and legislation. Some government agencies such as the National Institute for
Mental Health (NIMH) seek to raise awareness about mental illness through research and
distributing tools such as pamphlets and creating outreach programs to inform the public.
These organizations also work towards legislation to be passed to further increased public
mental health awareness. Again, an example of legislation which seeks to combat the
stigma of mental illness is House Resolution 1005 (H. R. Res. 1005, 2008), which
declared the month of May to be Borderline Personality Disorder Awareness Month. The
passing of this particular piece of legislation promotes education about BPD and was
made possible by an organization called the National Education Alliance for Borderline
Personality Disorder. This organization seeks to improve the quality of life for
individuals suffering from BPD through annual and regional conferences to showcase
many of the trends in BPD research, workshops, panels, meet and greets, and family
programs for individuals suffering from BPD as well as their loved ones.
The NEA-BPD promotes BPD awareness among the general population by
providing different educational tools and resources for those who may not be familiar
with the disorder, or those who have heard of it but wish to learn more about it. The
organization has released printed materials such as a copy of House Resolution 1005 (H.
R. Res. 1005, 2008), a fact sheet, and a flyer which provide basic yet important
infonnation about BPD, such as prevalence rates and challenges in treatment. There has
been no evaluation of the effectiveness of the NEA-BPD's efforts to educate the general
population about BPD. The printed materials such as the fact sheet and flyer are currently
some of the only educational tools meant for the general population. However, it is
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unclear what impact, if any, these awareness tools have in reducing stigma and
stereotypes surrounding BPD among members of the general population.

Purpose of the Present Study
Most of the literature surrounding BPD from a social perspective has focused
primarily on the perceptions and stigmas harbored among health practitioners about
individuals suffering from this mental illness. Yet, there seems to be a lack of research
examining the level of stigma surrounding BPD among the general population.
Individuals who suffer from BPD interact with not only doctors, nurses, and counselors
regularly, but they also encounter people in everyday life, such as friends, family, and
people they encounter in their daily activities. Understanding how people in the general
population perceive and react to individuals suffering from BPD is critical because it may
act as a guide to better comprehend the current amount of stigma still surrounding the
BPD diagnosis. Measuring this level of stigma may provide the opportunity to develop
and execute new plans to battle the negative stereotypes and beliefs that people may hold
about BPD patients. Similarly, it's important to measure how dangerous they are
perceived to be by the same population, because this may reveal a need for further
education about the disorder through newer, father reaching methods. Thus, as a
beginning step in this direction, the first purpose of the present study was to determine
the level of awareness that college students had about BPD prior to entering the study by
measuring it directly how college students perceive another college student described in a
vignette who suffered from BPD symptoms.
Similarly, the study also sought to examine how effectively the information and
tools distributed by NAMI and the NEA-BPD for the borderline personality disorder
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awareness month campaign are reaching the general population, and how this information
impacts the reactions to individuals labeled as mentally ill or not. The tools which were
utilized in this study included a fact sheet, which provided statistics as well as important
facts about BPD, and a flyer, which provided some statistics, but focused more on
establishing feelings of hope for individuals who have been diagnosed with BPD. Again,
these tools were selected because they are currently at the forefront of BPD awareness
information that has been provided for the general population, and not just for individuals
who have been diagnosed and their loved ones. Because some depression awareness
campaigns have been successful in reaching the general public-and specifically, young
people (Morgan & Jorm, 2007; Jorm, 2009)-it is believed that the BPD awareness
campaign may be able to have the same impact on the general public if the information
reaches their target audience. Thus it is important to note that the present study sought to
examine how much of the sample was aware of BPD prior to entering the study.
For the present study, the percentage of college students who were aware ofBPD
prior to entering the study will be measured in order to determine the level of awareness
ofBPD among college students. Currently, research has not examined the level of
awareness of BPD among the general population. Furthermore, the percentage of college
students who have met someone who was diagnosed with BPD prior to entering the study
will also be measured in order to help determine the amount of exposure people have had
to individuals diagnosed with BPD, and whether this impacts rejection of a character with
BPD symptoms. Previous research has not ascertained such awareness levels.
A second purpose of this study is to measure whether the impact that the tools and
information these tools provide positively or negatively affect perceptions ofBPD among
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the general population. That is, are these tools useful in combating the negative stigma
surrounding the BPD diagnosis, and useful in promoting empathy and understanding in
others? Since there has not been a program evaluation of the usefulness ofthe awareness
tools provided by the NEA-BPD, this study will allow preliminary insight into how the
general public assimilates the information provided within the fact sheets. Likewise, this
insight will allow for a better understanding of whether or not these tools are able to
efficiently combat the negative stereotypes and myths surrounding BPD.
A third purpose of this study is to examine whether or not gender plays a role in
the way someone perceives an individual with BPD. That is, are college students more
likely to reject a woman who suffers from BPD, compared to a man? Considering the
impact of different coping styles utilized by men and women, as well as the cultural
norms that men should not express their emotions in the same way a woman would, it is
believed that a man who shows signs ofBPD symptoms might be more rejected by
others, on average, than a woman who has the same symptoms.

Hypotheses
It was that college students who report that they had knowledge of BPD prior to
entering the study would be less likely to reject a character in a vignette described with
BPD symptoms than college students who had not heard of BPD prior to entering the
study.
On average, we expect the least rejection from those who read the personalized
flyer, followed by those who read less personal fact sheet, and then by those who did not
read either awareness tool. It was hypothesized that college students who report that they
had met someone with BPD prior to entering the study would be less likely to reject a
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character in a vignette described with BPD symptoms compared to college students who
had not met someone diagnosed with BPD prior to entering the study.
It is also hypothesized that college students who read the NEA-BPD flyer would

be less likely to reject a character described in a vignette with BPD symptoms than
participants who read the fact sheet. It was also hypothesized that college students who
read the fact sheet would be less likely to reject a character in a vignette with BPD
symptoms than participants who were in the control group.
The final hypothesis is that, on average, college students will be more accepting
of a woman with BPD described in a vignette than a man with the same symptoms. No
interaction between type of awareness tool and gender of the character was hypothesized.

Methods
Participants
The sample of the present study consisted of 145 undergraduate students from a
small/medium sized private university in the Northeast. Of the 145 participants, three
were dropped due to missing data or failure to follow instructions. The age range of
participants was 18-27 (M = 19.70, SD = 1.55). The study consisted primarily of women
(75.4%), with 24.6% males. The sample was primarily white (62%); 19% of the
participants were black, 9.9% were Hispanic, and 9.2% were Asian. Students were fairly
balanced in their year in school with 24.6% freshmen, 34.5% sophomores, 27.5%juniors,
and 13.4% seniors who participated in the study. The participants were enrolled in an
undergraduate psychology course, and were recruited through SONA, an internet-based
departmental research participant pool. All participants were treated in accordance with
the AP A ethical standards (American Psychological Association, 2002).
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Materials
BPD Fact Sheet. The fact sheet employed in this study is one of the NEA-BPD

awareness tools (National Education Alliance for Borderline Personality Disorder,
2008a). It is one page long and provides percentages and prevalence rates in regards to
BPD, such as the prevalence of the disorder in America, suicide rates among those who
suffer from BPD, and the economic impact of BPD (see Appendix A). It also provides
the names of the Board of Directors of the NEA-BPD, contact information, and a link to
the NEA-BPD website. This fact sheet was selected due to its short length, as well as the
quality and amount of information provided within it.
BPD Flyer. The flyer employed in this study is another one of the NEA-BPD

awareness tools (National Education Alliance for Borderline Personality Disorder,
2008b). Like the fact sheet, it is also one page long, and provides some basic prevalence
rates and percentages (see Appendix B). It does not contain as many facts as the fact
sheet. The main aspect that sets this flyer apart from the fact sheet is the information
provided in it appears to be more focused on how the disorder is misunderstood, and
personalizes the disorder and those who suffer from it more than the fact sheet does.
Student Vignette. Because many of the vignettes surrounding BPD often take

place in a clinical setting, such as a therapist's office or hospital, none of the existing
vignettes in the literature seemed appropriate for the present study. Therefore, the
vignettes employed in the present study were adapted from a vignette written by Johnston
(2007), which depicts a student who suffers from BPD traits, though is not directly
labeled as suffering from BPD in the vignette (see Appendices C and D). The character in
the vignette was a college student who dropped out of school due to lack of interest in
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going to class, alcohol abuse, and other traits often linked to BPD. A vignette describing
a college student was utilized as it was assumed that a target in the sample's age group
would be more relatable to participants of the study. Moreover, participants might have
displayed more stigma and negative feelings about target characters in vignettes if they
were set in a hospital or other clinical setting, because those institutions tend to carry
stigma on their own.
In order to manipulate the gender of the study, one male name and one female
name were selected. In order to control for familiarity with the names among the
participants, the names were selected from a list of the top 10 baby names of the year
1990, the approximate birth year of the participants (Social Security Administration,
2011). From this list, two names were selected which had similar rank and number of
letters. The character described in the male vignette was named Andrew, and the
character described in the female vignette was named Amanda.
Social Rejection Questionnaire. Social rejection was measured using a scale
from Gotlib and Robinson (1982), which was adapted from an earlier study (Coyne,
1976). The wording of this scale was adapted to match study descriptions (see Appendix
E). The scale consisted of eight items which ask participants to rate on a scale of 1
(definitely no) to 7 (definitely yes), reflecting whether the participants would want to
associate with the character described in the vignette, such as, "would you like to meet
this person?", "would you ask this person for advice?", and "would you want to sit next
to this person on a three-hour bus trip?". All items were summed to create a total score
which could range from 7 to 56, with lower scores indicating greater levels of rejection.
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The coefficient alpha for this scale has been reported as approximately .90. Data for the
social rejection questionnaire were collected online through the Survey Monkey website.
Demographic Questionnaire. A demographic questionnaire created by the (see

Appendix F) was used to ascertain basic information regarding participants, such as age,
race, year in college, and gender. This questionnaire also included a section regarding
individuals' own BPD awareness. For this portion, participants were asked whether or not
they had heard of BPD or had met somebody diagnosed with BPD prior to entering the
study. These items afforded insight into how much knowledge and experience
participants had with BPD. Data for the demographic questionnaire were collected
through online through the Survey Monkey website.
Procedure

Participants were recruited for the study through the internet-based departmental
research participant pool open to students enrolled in undergraduate psychology courses.
The title of the study was shortened on SONA to "Social Impressions," so that
participants were not made aware of the focus on BPD and could not research the
disorder prior to entering the study. Prior to arrival, participants were randomly assigned
to one of six conditions, which determined which of the stimuli they were exposed to in
the study, including which awareness tool they received (the flyer, fact sheet, or no
reading), and gender ofthe target student described in the vignette (male or female).
Once participants arrived for the study, they were seated in a lab with a computer
and the researcher read the informed consent form aloud to them. It must be noted that
participants were not informed of the study's emphasis on BPD. Instead, participants
were told that the purpose of study to examine factors affecting first impressions; they
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were informed that they would be asked to read a brief vignette of a college student and
then asked to complete several questionnaires about this person.
Upon completion of the informed consent procedure, participants were exposed to
one of three reading conditions before the rest of the study continued. Participants in one
condition were asked to read the NEA-BPD fact sheet (National Education Alliance for
Borderline Personality Disorder, 2008a). Participants in a different reading group were
asked to read the NEA-BPD awareness flyer (National Education Alliance for Borderline
Personality Disorder, 2008b). In the control condition, participants would receive !!:Q

reading, before continuing immediately into the rest of the study.
The fact sheet or flyer were distributed to participants in these reading conditions
in paper form. Participants in these groups were given these readings while the researcher
stepped out of the room "to grant [the participant] course credit." Participants were also
asked to open the door of the lab they were seated in after they had finished the reading to
signal the researcher that they were ready to continue with the study. The researcher
remained with participants in the control condition throughout this section ofthe study.
Next, the researcher provided participants with a copy of the student vignette and
opened the Survey Monkey screen on the computer. The researcher then instructed the
participant to read the vignette and then complete the surveys on the computer via Survey
Monkey once they had finished reading. Participants were instructed to open the door to
notify the researcher when they had finished. The researcher left the room and the
participant read the vignette and then completed the Social Rejection Questionnaire and
the Demographic Questionnaire (Gotlib & Robinson, 1982).
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When the participants indicated that they were finished, the researcher verbally
debriefed the participant following a script. The researcher revealed the manipulation
employed, and answered any questions the participant had, if any. Participants were
verbally debriefed for this study so that any short term risks such as discomfort regarding
mental illness or about being deceived could be mitigated. If in the event participants
experienced a great deal of discomfort as a result of participating in the study, they were
provided with contact information for the University Counseling Center. No participants
reported that they felt discomfort while completing the study. Following the debriefing,
the participants were thanked for their time and were free to leave.

Results
Statistical Analyses
In order to examine the first hypothesis of this study-this is, to determine
whether prior exposure to BPD played a role in the level of rejection reported toward the
character in the vignette-frequency rates were calculated for the number of participants
who were aware ofBPD prior to participation in the study, as well as for whether
participants knew someone who had been diagnosed with BPD prior to their participation
in the study. Independent-samples t tests were conducted between college students who
reported that they had heard of BPD prior to entering the study and college students who
reported that they had not heard of BPD prior to entering the study to determine whether
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individuals had heard of BPD prior to entering the study as well as whether individuals
had met someone who had been diagnosed with BPD prior to entering the study_
In order to test for the impact of type of awareness tool and character gender on
the perceptions college students had for the character in the vignette, a 3X2 between
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subjects factorial Analysis of Variance (ANOVA) design. Main effects of awareness
tools in the form of awareness tool (control, fact sheet, or flyer) and gender (male,
female) as well as the interaction between education and gender were calculated.
Awareness tools and gender were then compared to the total rejection scores, with higher
scores indicating greater levels of rejection. Although an interaction was not
hypothesized, the interaction of awareness tools and gender were also calculated in order
to examine whether a relation between these variables existed.
The means and standard deviations of rejection scores were calculated. The means
and standard deviations for rejection scores by awareness tools can be found in Table 1,
and the means and standard deviations for rejection scores by character gender can be
found in Table 2.
Table 1.

Means and Standard Deviations ofRejection Scores by Awareness Tool

M

SD

Control

22.04

7.62

Flyer

23.00

9.34

Fact Sheet

21.56

7.35

Awareness Tool

Table 2.

Means and Standard Deviations ofRejection Scores by Character Gender
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M

SD

Male

21.91

8.32

Female

22.46

7.82

Character Gender

In order to ascertain rates of prior knowledge of BPD, frequency data were
examined. About half of participants (45.8%) reported that they had heard ofBPD prior
to entering the study, and 11.3% of participants reported that they had met somebody
diagnosed with BPD prior to entering the study.
In order to determine whether or not these two factors played a role in rejection
scores, two separate independent-samples t tests were conducted. The first independent
samples t test examined the impact of having heard about BPD prior to the study. It
appears that, on average, participants who had heard of BPD prior to entering the study
did not statistically significantly differ in rejection scores from those who had not heard
ofBPD prior to entering the study, t (140) = .17 ,p = .87, d = .17, [-2.47,2.92]. All effect
sizes calculated were almost zero unless noted otherwise. Therefore, these findings did
not support the hypothesis that participants who had heard about BPD prior to entering
the study (M

22.29, SD

7.61) would report lower mean rejection than participants

who had not heard of BPD before.
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A second independent-samples t test was conducted to examine the impact of
having met an individual diagnosed with BPD on rejection scores. It appears that, on
average, participants who had met someone who was diagnosed with BPD did not
statistically significantly differ in rejection scores from those who had not met someone
diagnosed with BPD prior to entering the study, t (140) = .60,p = .55, d = .60, [-2.95,
5.53], a medium effect. Therefore, these findings do not support the hypothesis that
participants who had met someone who was diagnosed with BPD (M = 23.31, SD = 8.00)
would report lower mean rejection scores than participants who had not met someone
diagnosed with BPD before (M = 22.02, SD = 8.09).
A 3X2 factorial Analysis of Variance (ANOV A) was conducted to determine the
relation between awareness tool (no reading, flyer, fact sheet) and gender of character in
the vignette (male, female). The results displayed below in Table 3 revealed no
significant main effects or interaction of variables.
Table 3.
Summary ofAwareness Tool and Gender on Rejection Scores

F

df

Awareness Tool

.371

2

.691

.005

Gender

.184

1

.669

.001

Awareness Tool*Gender

.041

2

.960

.001

Source
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p

For the findings relating to awareness tools, it appears that, on average, the
control group's rejection scores ofthe character in the vignette did not differ significantly
from the scores of participants who read the flyer or the fact sheet. As such, these
findings do not support the hypothesis which predicted that rejection scores would be
lower among participants who read the flyer compared to participants who read the fact
sheet or were part of the control group. Furthermore, it appears that these findings also do
not support the hypothesis that participants who read the awareness tools overall would
report less mean rejection than participants in the control group.
Rejection scores did not differ significantly, on average, by target character
gender. The effect size for the main effect of gender ofthe character was reported as
.001, which is a small effect. These findings do not support the hypothesis that a female
character described in a vignette with BPD would receive lower mean rejection scores
than a male character described with the same symptoms.
We did not specifically hypothesize that there would be an interaction between
awareness tools and gender, and no statistically significant interaction between education
type and gender of the character in the vignette was found. Therefore, there is no
evidence that type of education and gender of the target character described in a vignette
suffering from BPD interacted with each other in determining participants' rejection
scores.
Discussion

The present study sought to examine different factors that playa role in
perceptions of a character described as having BPD symptoms. The results did not
support the hypothesis that people who had heard of BPD would report less rejection of
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the target character than people who had not heard of the illness prior to reading about the
target. Further, there was no support for the hypothesis that people who had met someone
diagnosed with BPD would report lower mean rejection than people who had not met
someone with BPD. Overall, these findings indicate that college students who had prior
knowledge or knew someone diagnosed with BPD did not significantly impact rejection
scores compared to college students who did not. Although it is important not to accept
the null hypothesis, the very small effect size is an indication that there may be no mean
difference. However, the findings may also be explained by the possibility that
participants may not have been able to tell that the character in the vignette suffered from
BPD. Because label was not directly included in the vignette, even participants who had
heard of BPD before may not have made the connection that the character in the vignette
was suffering from BPD. Another consideration is that those individuals who had heard
of BPD prior to entering the study may have attributed the character's behaviors and
symptoms as being under his or her control and that he or she is responsible for his or her
actions. Indeed, a few participants reported after they had been debriefed that they felt
that the character in the vignette was not suffering from a mental disorder, but was simply
"whiny" and "annoying." These findings may suggest that some participants may have
felt as though the target character was not suffering from a disorder, and may have
attributed the character's behavior to personality traits rather than a mental illness.
Also likely is the possibility that the age of the target person (Andrew or
Amanda), may have inducted participants to view the character as more or less a peer of
the participants; perhaps viewing the target more like the self may have led participants to
be less likely to recognize BPD symptoms in the vignettes to which they were exposed,
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I
or simply to excuse the targets' behaviors as typical college-aged reactions to stress and
difficulty with academic work.

Prior Awareness of Borderline Personality Disorder
Approximately half of the sample reported having heard of BPD before
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participating in the study. Although there are no data on awareness in the general
population, this percentage seems high given the lack of attention that BPD receives in
the popular media. Although there is not an established norm for BPD awareness among
the general population, the higher percentage in this study may be due to the fact that the
sample included students from undergraduate psychology classes. Some students may
have heard about BPD through some of their psychology courses. However, there may be
a second explanation, which is that some participants may have confused the disorder
with other disorders, such as bipolar depression or dissociative identity disorder (which
participants often identified as multiple personality disorder). Several participants during
the course of the study inquired whether BPD was another name for these two disorders,
so it is therefore possible that more participants may have made a similar connection.
Therefore, these results may not accurately reflect the true number of participants who
were already aware of BPD prior to entering the study.
The number of participants who reported that they had met someone with BPD
prior to entering the study was approximately 11 %. It is possible that these participants
may have encountered individuals who were diagnosed with BPD, but the individuals
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who were diagnosed may not have disclosed their diagnosis due to fear of being

It

stigmatized or stereotyped based on their behaviors. Therefore, these individuals may
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have met individuals who were diagnosed with BPD but simply just never knew it.
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Regardless, there are no previous data on the percentage of people who report that they
have met someone with a BPD diagnosis, so this is a useful benchmark to which future
research can be compared.

Awareness Tools and Borderline Personality Disorder
The findings of the present study also did not support the hypothesis that people
who read the NEA-BPD flyer would report lower rejection toward a character described
in a vignette suffering from BPD, on average, than those who read the NEA-BPD fact
sheet or the control group, who did not receive any reading. It is possible that college
students may not have truly absorbed the information contained in the awareness tools
that they were given. Although all of the college students who were given awareness
tools read them, it is unclear how closely they paid attention to the material contained
within them. It is also possible that the content of the awareness tools may need to be
examined to improve the quality of understanding that both college students and
members ofthe general public can learn about BPD and those who suffer from it. For
example, the tools may need to go into greater depth about the different symptoms of
BPD. These awareness tools alone may not be enough to educate individuals about BPD.
Other forms of education may also be necessary, such as an information session, in
whereby a mental health professional provides individuals with factual information
regarding BPD and explains how these findings differ from some of the stereotypes
which exist about BPD, or a meet-and-greet session where people can talk to a person
who has BPD or lived with someone else who has been diagnosed.

Character Gender and Borderline Personality Disorder
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The findings of the present study did not show support for the hypothesis that
gender of the character would impact rejection scores toward an individual described in a
vignette who suffers from BPD. Specifically, we expected that a female character would
receive lower rejection scores, on average, than a male character. These findings migh
suggest that the male character described in the vignette received similar rejection scores
compared to the female character, suggesting that the that rejection of men who show
emotions (namely through emotion-focused coping) may not apply to these characters.
Recall that one of the components of BPD is affect instability; we had expected that a
male character would be seen in a more negative light than a female character, simply
because his emotional instability may have been perceived as a sign of weakness.

Strengths, Limitations, and Future Direction
One strength of the present study was that it appears to be the first study in the
literature to examine perceptions of a character suffering from BPD among a general
college student sample. Because most of the stigma literature surrounding BPD has been
conducted among mental health professionals, this study may provide a first look into the
amount of stigma members of the general population hold towards individuals who have
been diagnosed with BPD. Furthermore, the study allowed for greater insight into how
much members of the general population know about BPD.
A second strength of the study was its experimental design. Through the design,
factors like gender of individuals suffering from BPD and which awareness tool
participants received could be controlled. This adds strength to this field of inquiry
because participants do not have to rely solely on their experience with BPD, which
could be more difficult for individuals who reported that they had never heard of BPD
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had never met someone diagnosed with BPD before. It also adds strength because every
participant read about an individual suffering from BPD in the same context. Keeping a
neutral character whom participants had never met before may help ensure that every
participant was given the same exposure to an individual with BPD.
One limitation of the study was that it is unclear whether the students were
actually aware of BPD when they were asked about it at the completion of the study, or if
they were confusing it with other disorders, such as bipolar depression or dissociative
identity disorder. As already mentioned above, some of the participants expressed
confusion about the nature of the disorder; specifically, some asked ifBPD was another
name for the disorders listed above. Therefore, it is possible that the percentage of
individuals who reported being aware of BPD prior to coming into the study may not be
accurate because of this confusion. Future research should address this through asking
participants to identify or list features of the disorder or include a test to determine how
much accurate knowledge college students have regarding BPD as a manipulation check.
This may also be expanded in order to include pre-exposure and post-exposure
assessments of BPD knowledge in order to further explore if the awareness tools may
adequately inform the general population about the disorder. Furthermore, future research
would benefit to inquire where participants obtained their reported knowledge of BPD,
such as an abnormal psychology class or through media such as television and movies.
Future research also may include an examination of different symptoms of BPD
described in the vignette to see whether they playa role in amount of rejection. The traits
and symptoms exhibited by the characters were mostly non-threatening, meaning that the
character was not a threat to themselves or others. However, it would be interesting to see
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whether participants would reject a character who exhibited some of the more threatening
behaviors sometimes seen in BPD such as suicidal or parasuicidal behaviors and
difficulty controlling anger. These traits are often seen in BPD and may be contributing
to the stigma of dangerousness which can sometimes be found in mental health
professionals. Furthermore, a future study may wish to examine the reaction toward a
character shown in a video with BPD symptoms in order to determine whether college
students reject the individual more or less than in a study utilizing a vignette.
Finally, future research may seek to vary the age of the target character. The
target characters, Amanda and Andrew, were described as college students. As mentioned
previously, it is possible that college students associated the characters' behaviors with
college stress. Although most individuals who are diagnosed with BPD often are
emerging adults, differences may emerge if the target character is older than college age.
Another limitation of the study is that the vignette did not include a clear label
that the character suffered from BPD. As mentioned previously, it is possible that some
of the participants may not have made the connection. Future research may seek to
examine whether gender and awareness tool make an impact if a label is present in the
vignette. As the present study asked participants to infer information from the readings, it
is possible that they may not have realized the individual in the vignette suffered from
BPD. Therefore, it might be possible that adding a label to the vignette may allow for
more detailed knowledge about the character in the vignette, and thus, may playa role in
the amount of reported rejection.

Conclusions
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Despite the creation of House Resolution 1005, it is unclear whether the education
that is provided during the month of May is reaching the general public. Therefore, the
present study sought to examine whether education in the form of awareness tools as well
as the gender of a character suffering from BPD described in a vignette would playa role
in rejection scores of that character. The findings did not support the hypotheses,
indicating that members of the general population may not be receiving the information
provided by the NEA-BPD and other organizations seeking to diminish the amount of
stigma and stereotyping surrounding BPD. Findings regarding gender appeared to
suggest that character gender did not playa role in rejection scores, and may mean that
the amount of stigma that individuals who have been diagnosed with BPD face may not
differ based simply on that person's gender. Future research is needed to further explore
different anti-stigma techniques to determine which types (or combinations thereof)
appear to make the most impact on the general population.
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Appendix B: NEA-BPD Flyer

May is Borderline
Personality Disorder Awareness Month
Why learn about Borderline Personality Disorder?
Odds are that you know someone who has Borderline Personality Disorder.

What is it?
Borderline Personality Disorder (BPD) is a prevalent, yet misunderstood mental
illness. It is often thought to be an emotion regulation disorder.

What are the symptoms of BPD?
Symptoms include impulsive behaviors such as bodily self-harm and substance
abuse, chaotic relationships, unstable self-identity and moods, often including
intense anger. Ten percent of individuals with BPD commit suicide, making this
disorder a leading cause of suicide.

Awareness Brings HOPE
• 1 in 16 people suffer from BPD 12 million adults and adolescents

• Compared to other disorders, BPD
is at least two decades behind in
treatment options, research and
family education

• BPD is more common than bipo
lar disorder and schizophrenia,
but is less recognized

• There is no FDA-approved medica
tion for the treatment of BPD

• 17% of people in prison have
BPD

• Specialized treatments for BPD are
not readily available

Increasing Awareness of BPD
"It is essential to increase awareness of BPD among people suffering from this
disorder, their families, mental health professionals and the general public by
promoting education, research, funding, early detection and effective treat
ments."
*H. RES 1005, PASSED 4/1/08

To learn more about BPO visit the National Education Alliance for
Borderline Personality Disorder at www.borderlinepersonalitydisorder.com.
or the National Alliance on Mental Illness at www.namLorg
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Appendix C: Male Character Vignette

Andrew
Having taken the last year off, Andrew is planning on returning to college in the fall. His
break came as a result of not participating in classes during his previous semester.
Andrew just seemed to quit in the middle of his previous semester; he stopped going to
class, only turned in some of his assignments, and started partying. Threatened with
academic probation, he decided to take a year off.
This was not the first time that Andrew had problems in college. In high school, he was
always a capable and focused student. When he started college, his future seemed
planned and clear. Always one for a cause, Andrew initially planned to start and run a
non-profit foundation for teenage boys. Once he started school, however, his plans began
to get a bit hazy. Andrew began changing majors and plans.
When Andrew took his break, he had already changed his major three times in two years
and was thinking of changing again. He had starting going out to bars, often drinking in
his dorm room before he went out. It was not uncommon for his to wake up not knowing
where he was or who he was with.
Through all of this, he still managed to participate in classes just enough to keep his head
above water. But in his last semester, he just stopped going or doing much of anything.
Andrew's last semester had started with a lot of enthusiasm. He was finally able to
register for a class taught by a noted professor at the university. He would pour all of his
efforts into assignments for the class and even stopped going out as much. He felt that he
was really connecting with his classmates as well.
Andrew was very upset when his papers were not singled out as being exceptional. The
professor did not seem to see him as a superior student. To Andrew, it seemed like the
professor did not like him at all.
When Andrew mentioned this to his fellow students, they would assure his that the
professor was treating all of the students the same. Their lack of validation was intensely
frustrating and felt like an additional rejection. Andrew felt alone and angry when he
thought of class. He stopped going to this class. He thought the lack of his valuable
contributions would be missed. He was angry and did not want to be where he was not
wanted, or he wanted everyone to know how hurt he was. Soon he stopped going to his
other classes as well.
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Appendix D: Female Character Vignette

Amanda
Having taken the last year off, Amanda is planning on returning to college in the fall. Her
break came as a result of not participating in her classes during her previous semester.
Amanda just seemed to quit in the middle of her previous semester; she stopped going to
class, only turned in some of her assignments, and started partying. Threatened with
academic probation, she decided to take a year off.
This was not the first time that Amanda had problems in college. In high school, she was
always a capable and focused student. When she started college, her future seemed
planned and clear. Always one for a cause, Amanda initially planned to start and run a
non-profit foundation for teenage girls. Once she started school, however, her plans
began to get a bit hazy. Amanda began changing majors and plans.
When Amanda took her break, she had already changed her major three times in two
years and was thinking of changing again. She had starting going out to bars, often
drinking in her dorm room before she went out. It was not uncommon for her to wake up
not knowing where she was or who she was with.
Through all ofthis, she still managed to participate in classes just enough to keep her
head above water. But in her last semester, she just stopped going or doing much of
anything.
Amanda's last semester had started with a lot of enthusiasm. She was finally able to
register for a class taught by a noted professor at the university. She would pour all of her
efforts into assignments for the class and even stopped going out as much. She felt that
she was really connecting with her classmates as welL
Amanda was very upset when her papers were not singled out as being exceptional. The
professor did not seem to see her as a superior student. To Amanda, it seemed like the
professor did not like her at all.
When Amanda mentioned this to her fellow students, they would assure her that the
professor was treating all ofthe students the same. Their lack of validation was intensely
frustrating and felt like an additional rejection. Amanda felt alone and angry when she
thought of class. She stopped going to this class. She thought the lack of her valuable
contributions would be missed. She was angry and did not want to be where she was not
wanted, or she wanted everyone to know how hurt she was. Soon she stopped going to
her other classes as well.
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Appendix E: Social Rejection Questionnaire
Based on the person in the vignette you just read, please circle the number that most closely
represents your answer to each of the following questions.
Would you like to meet this person?
definitely no
1
2
3

4

5

6

definitely yes
7

Would you ask this person for advice?
definitely no
1
2
3

4

5

6

definitely yes
7

6

definitely yes
7

6

definitely yes
7

Would you approve if a close relative were going to marr y them?
definitely no
4
5
1
2
3

6

definitely yes
7

Would you be willing to work with them on a job?
definitely no
3
4
1
2

5

6

definitely yes
7

Would you want to have them as an acquaintance?
definitely no
4
1
2
3

5

6

definitely yes
7

Would you admit them to your close circle of friends?
definitely no
4
1
2
3

5

6

definitely yes
7

Would you want to sit next to this person on a three-hour bus trip?
definitely no
1
4
2
3
5
Would you invite this person to your house?
definitely no
4
1
2
3

5
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Appendix F: Demographic Questionnaire
Age: _ _
Sex (Please check one):
(1) Male
(2) Female _ _
Ethnicity:
(1) Caucasian/European American _ _
(2) African American _ _
(3) Asian American _ _
(4) Hispanic _ _
(5) Middle Eastern _ _
(6) Other _ _
Year in College:
(1) Freshman _ _
(2) Sophomore _ _
(3) Junior _ _
(4) Senior _ _
(5) Other _ _
Had you ever heard of Borderline Personality Disorder prior to participating in this
study?
(1) Yes _ _
(O)No_
Have you ever met somebody who has been diagnosed with Borderline Personality
Disorder prior to participating in this study?
(1) Yes _ _
(0) N o _
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